Respiratory system is the main target of coronaviruses (CoVs). Severe acute respiratory syndrome (SARS)‐CoV and the Middle East respiratory syndrome (MERS)‐CoV triggered an infection outbreak in the past and strongly threatened public health.[^1^](#jocs14791-bib-0001){ref-type="ref"} SARS‐CoV‐2 is the responsible virus for the current coronavirus disease‐2019 (COVID‐19) which was firstly appeared in Wuhan, China.[^2^](#jocs14791-bib-0002){ref-type="ref"} Early estimations predicted an outbreak because of a reproduction number significantly larger than 1 (ranging from 2.24 to 3.58).[^1^](#jocs14791-bib-0001){ref-type="ref"} Indeed, it was on 11th March 2020 that World Health Organization declared COVID‐19 a pandemic.[^2^](#jocs14791-bib-0002){ref-type="ref"} At the time of writing this editorial (24 May 2020), there have been a total of 5 282 370 confirmed COVID‐19 cases worldwide. Deaths have counted for 340 477 so far.[^3^](#jocs14791-bib-0003){ref-type="ref"} Mandatory quarantines have been applied all over the world to prevent humans from being infected. Social distancing plays a central role especially for patients older than 65 years and those suffering from chronic lung or heart disease, diabetes, and obesity. However, the majority of candidates for cardiac operations belong in this vulnerable group of patients.[^4^](#jocs14791-bib-0004){ref-type="ref"}

More and more attention is paid to the current infection outbreak, but the impact of this monopoly on other parts of health care system like cardiac surgery is largely unknown.[^5^](#jocs14791-bib-0005){ref-type="ref"} However, it is sure that throughout the coronavirus pandemic, medical emergencies still do happen.[^6^](#jocs14791-bib-0006){ref-type="ref"} Recently, there were several published articles wondering where all the previously reported heart attacks and strokes have gone.[^7^](#jocs14791-bib-0007){ref-type="ref"}, [^8^](#jocs14791-bib-0008){ref-type="ref"} A relative case was also reported by Masroor et al.[^9^](#jocs14791-bib-0009){ref-type="ref"} A 48‐year‐old man, although, hopefully successfully received delayed surgical treatment for a ventricular septal defect post ST‐elevation myocardial infarction (STEMI) infarction. Although experiencing chest pain for 2 days, he only visited the hospital on the third day when his health condition went critical.[^9^](#jocs14791-bib-0009){ref-type="ref"} Tam et al[^5^](#jocs14791-bib-0005){ref-type="ref"} reported a significant delay in patients experiencing STEMI from the onset of symptoms to seeking medical help in Hong Kong during the current infection outbreak. Same situation was observed in Austria where Metzler reported a 40% decline in patients admitted for myocardial infarction during the pandemic.[^10^](#jocs14791-bib-0010){ref-type="ref"} According to data from Kaiser Permanente Northern California, including 21 medical centers and 255 clinics, a 48% decline in terms of weekly hospitalization for acute coronary syndromes was observed during the COVID‐19 period.[^11^](#jocs14791-bib-0011){ref-type="ref"} Similar results were also reported by De Filippo et al[^12^](#jocs14791-bib-0012){ref-type="ref"} in their retrospective analysis of patients with acute coronary syndrome admitted at 15 hospitals in Northern Italy. Patients hesitate to visit a hospital during the pandemic, leading to remarkable delays in receiving the appropriate medical treatment. Even worse, they estimate that there are some STEMI patients who never ask for medical help.[^5^](#jocs14791-bib-0005){ref-type="ref"} Moreover, "lockdown" of elective medical services in preparation to admit SARS‐CoV‐2 victims has been reported in many countries all over the world. An analysis of STEMI activations for nine US high‐volume centers (\>100 primary percutaneous coronary interventions \[PCI\] per year) was made. STEMI activations were 38% decreased during COVID‐19 outbreak.[^13^](#jocs14791-bib-0013){ref-type="ref"} Similarly, a 40% reduction in STEMI activations was also noticed in Spain.[^7^](#jocs14791-bib-0007){ref-type="ref"}, [^13^](#jocs14791-bib-0013){ref-type="ref"}

This is probably the result of many factors. Patients are afraid of getting infected in case they visit an emergency department full of COVID‐19 cases.[^6^](#jocs14791-bib-0006){ref-type="ref"}, [^8^](#jocs14791-bib-0008){ref-type="ref"}, [^9^](#jocs14791-bib-0009){ref-type="ref"}, [^13^](#jocs14791-bib-0013){ref-type="ref"} Other reasons include applying social distancing and strict in‐house stay policy, as well as making a misdiagnosis and turning to medical reperfusion methods.[^9^](#jocs14791-bib-0009){ref-type="ref"}, [^13^](#jocs14791-bib-0013){ref-type="ref"} Moreover, medical therapy is trying to replace or defer part of the daily requirements for surgical/interventional care.[^8^](#jocs14791-bib-0008){ref-type="ref"} A shocking interview was recently published reporting that a patient experiencing warning signs of a heart attack, declared that she would prefer to die rather than go to the hospital and get herself in risk to be infected.[^6^](#jocs14791-bib-0006){ref-type="ref"} COVID‐19 outbreak triggered a shift towards not seeking medical help in the hospital that we could not imagine. Cardiovascular patients obviously prefer to defer their definitive treatment rather than be in higher danger to be in contact with in‐hospital COVID‐19. However, several other contributing factors exist. For example, lack of blood products is noticed, as volunteer donators have been decreased following the rules of social distancing.[^4^](#jocs14791-bib-0004){ref-type="ref"} Therefore, many people opt to stay at home instead of seeking medical help despite their critical cardiovascular condition. Unfortunately, when they decide to ask for help, their status of health is often critical and their possibilities to save their lives by receiving the appropriate treatment have been restricted.[^7^](#jocs14791-bib-0007){ref-type="ref"} Moreover, cardiovascular diseases are dynamic[^4^](#jocs14791-bib-0004){ref-type="ref"} and as time passes, heart insufficiency may be established rendering their treatment really complicated. Delays in seeking medical treatment significantly impair outcomes in case of cardiovascular diseases. Although these deaths are not referred as COVID‐19‐related, they are for sure the collateral damage of the "coronawar."[^9^](#jocs14791-bib-0009){ref-type="ref"}

The first COVID‐19 case in Greece was reported on 26 February 2020 in Thessaloniki, whereas it was on 12 March that the first COVID‐19‐related death was announced. As of 24 May 2020, there have been 2 874 confirmed cases and 169 deaths.[^14^](#jocs14791-bib-0014){ref-type="ref"} During the 43‐days "lockdown" period in Greece, which seriously affected the function of our cardiac surgery department, as our hospital served as an admission center for patients with COVID‐19, the following were reported. Three patients were admitted to our hospital with mechanical complications of acute myocardial infarctions. The first two old women suffered a ventricular septal rupture. Both of them complained that they had experienced an onset of chest pain 2 days before. However, they both delayed to seek medical help and unfortunately, they finally died. The third patient was a 67‐year‐old man who presented with dyspnea and was thought to have been infected with COVID‐19. Due to hemodynamic instability this patient was evaluated further and was found to have acute ischemic mitral regurgitation due to chordal rupture and suffered significant delay before an accurate diagnosis was made. Similarly, a 59‐year‐old man considered to be SARS‐CoV‐2 positive due to acute onset of dyspnea with fever was later diagnosed with acute aortic regurgitation due to endocarditis. He was only transferred to our hospital after 5‐day delay to be urgently operated on. Hopefully, both of the last two patients were successfully operated on and they are alive. Moreover, a fifth case considered suspicious of COVID‐19 infection was late diagnosed with acute aortic dissection and delayed to get transferred to our hospital. Unfortunately, this delay proved lethal, as he died after his admission in our Emergency Department before being operated on. In overall, a highly increased rate of mortality or remarkable delay to receive treatment was reported to all of these patients with detrimental consequences. The common thing between them was that they were all collateral victims of SARS‐CoV‐2 without being infected themselves. Written informed consent was obtained by each one of the aforementioned patients. The ethics committee of our hospital approved our editorial.

This pandemic is unprecedented. Its duration is unknown as well as unforeseeable. Cardiac Surgery Units may experience the consequences of this infection outbreak for several months or even longer.[^4^](#jocs14791-bib-0004){ref-type="ref"} Hospitals not only are obliged to seek methods for treating and restricting these infections but also they need to predict the collateral way in which a pandemic can impair optimal medical care.[^5^](#jocs14791-bib-0005){ref-type="ref"} Careful consideration should be given to every patient. Health practitioners should weigh the risks and recommend the optimal treatment. A center with lower COVID‐19 rates may be the solution.[^4^](#jocs14791-bib-0004){ref-type="ref"} A strategy of referring hospital could be another solution. It would probably be better for both COVID and non‐COVID patients if they could seek medical help in different specialized hospitals. Therefore, a separation between Hospitals of infectious diseases like COVID‐19 and Cardiac Centers or Trauma Hospitals may be profitable. There should probably be hospitals specialized to admit patients with COVID and these hospitals should not be general ones which offer plenty of medical services to non‐COVID patients. During our efforts to deal with this pandemic, we need to have in mind the collateral damage. Non‐COVID patients should not anyway stay away from the hospital.[^7^](#jocs14791-bib-0007){ref-type="ref"} Provided the dynamic nature of cardiovascular diseases, frequent reprioritizing of patients should be considered.[^4^](#jocs14791-bib-0004){ref-type="ref"} Avoiding care for life‐threatening but treatable conditions can be a disaster larger than the direct consequences of the infection.[^7^](#jocs14791-bib-0007){ref-type="ref"} Nearly 40% of untreated patients among those who do not seek medical care are estimated to experience a significant complication or death. Indirect effects of COVID‐19 on non‐COVID health problems can be more detrimental than the pandemic itself.[^10^](#jocs14791-bib-0010){ref-type="ref"} Any inappropriate delay in seeking the appropriate care for emergent cardiovascular conditions can more adversely affect the health care system long term.[^6^](#jocs14791-bib-0006){ref-type="ref"} COVID‐19 is a new hazard. It did not replace previous ones. The cardiovascular disease menace is still here and it can be a fatal one.
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